Results: Indications for PVR were valvular regurgitation (n=6), obstruction (n=3), and both (n=1). Valve types were St. Jude (n=7), Starr-Edwards (n=2), and Bjork-Shiley (n=1). In 5 pts, the mechanical PVR was placed within a conduit. Concomitant mechanical tricuspid valve replacement (St. Jude) was performed in 6 pts. Postoperatively, all but 1 were anticoagulated with warfarin. During late follow-up (8.3 +/-7.7 yrs, max 25 yrs), 1 pt required repeat PVR for outgrowth of prosthesis 25 yrs postoperatively, and 1 pt with normal prosthetic pulmonary valve function underwent heart transplantation for severe biventricular failure 3.5 yrs postoperatively. The average mean gradient across the mechanical PVR by echocardiography in the remaining 8 pts was 11 +/-7 mmHg. There were no perivalvular leaks or vegetations, and no evidence of pannus formation or prosthesis dysfunction. There were 3 late minor bleeding events (epistaxis in 2 pts and menorrhagia in 1). There was 1 sudden late death 15 yrs after PVR, and 1 death from unknown causes in the aforementioned pt with outgrowth of the mechanical PVR, 5.5 yrs post re-PVR with a bioprosthesis. There were no cases of pulmonary emboli or PVR thrombosis. Conclusions: Mechanical PVR appears to provide excellent durability and hemodynamic results without mechanical valve failure or valve thrombosis in this small series. Mechanical prostheses should be considered for PVR in selected pts, particularly those who require chronic warfarin anticoagulation for other reasons. 11:45 a.m.
Background: to assess the incidence of restenosis and arterial hypertension in patients after surgical repair of aortic coarctation in a cross sectional study. Patients and Methods: From 1974 to now 405 patients born before 1.1.1965 underwent surgery for isolated aortic coarctation in our hospital. From those 383 who are still alive 26 moved to remote or unknown areas and 83 denied a follow up examination at our institution. The study group of the remaining 274 patients (16 -73 years old, 90 female, 184 male, 72% of those that are still alive), 18.4 ± 5.9 years (range 1 -27 years) after surgery, underwent a structured clinical investigation with a Doppler sonographic measurement of the blood pressure at all limbs, exercise test, and ambulatory blood pressure measurement. Results: 29 patients (11%) already underwent surgery for restenosis, another 20 patients (7%) had a leg-arm gradient of more than 20 mmHg suggesting restenosis now. Risk factors were young age at the first repair and first repair without end-to-end anastomosis. 67 Patients (24%) were already on antihypertensive drug therapy, another 48 patients (18%) had a mean systolic blood pressure of 134 mmHg or higher in ambulatory blood pressure measurement and should therefore also be classified hypertensive. Furthermore, another 28 patients (10%) showed a blood pressure during exercise exceeding 2 SD of reference values. All in all, only 131 patients (48%) had a normal blood pressure reaction. The only independent risk factors for an abnormal blood pressure was a repair without end-to-end anastomosis. Other risk factors like age at repair, age at investigation, and body weight at investigation were not significant in a multiple regression analysis anymore. Conclusions: In the long-term follow up 18% of patients after surgery for aortic coarctation show restenosis. An arterial hypertensive blood pressure reaction is much more common in long term follow up with an incidence of 52%. In only few patients hypertension is due to restenosis. Best results were achieved in patients in whom an end-to-end anastomosis could be performed and in whom repair was not performed at a very young age. There is little information about predisposing factors and the magnitude of the risk in children. Methods: The National Australian Childhood Cardiomyopathy Study is a populationbased study, including all children in Australia with primary CM who presented at 0-10 years of age. Cases were classified according to WHO criteria. A thromboembolic event was defined as the finding of intracardiac thrombus, or onset of organ dysfunction related to an embolic event. Risk factors examined included CM type, congestive heart failure (CHF) at diagnosis, duration of inotropic therapy, mechanical ventilation, ICU and hospital stay at presentation. Children not surviving 24 hours from presentation were excluded from survival analysis. Study end-points were death or transplantation. Results: There were 314 patients diagnosed with CM during the study period, of which 299 were included in survival analysis. Of these, 19 (6.4%) of these developed thromboembolic complications, including 14/172 (8.1%) with dilated CM, 3/39 (7.7%) with unclassified CM, 1/12 (8.5%) with restrictive CM and 1/80 (1.2%) with hypertrophic CM (p=0.02 compared to other cases). 6 of 19 (31.6%) of thromboembolic events occurred <2 days of presentation and 14 (73.7%) occurred <30 days. CHF at presentation was related to risk of thromboembolism (hazard ratio 5.0; 95% CI: 1.6-21.8). The one and 5year survival free from thromboembolic events were 93% (95% CI: 89-96%) and 91% (95% CI 84-95%), respectively, for children with dilated CM, and 92% (95% CI: 76-97%) at both time points for children with unclassified CM. Embolic phenomena included a cerebrovascular event in 5 cases and a pulmonary embolus in 1. The risk of death or transplantation was significantly increased for all study patients with thromboembolism (hazard ratio 4.2; 95%CI: 1.6-11.2) as well as for those with dilated CM alone (hazard ratio 4.6; 95% CI: 1.45-14.6). Conclusions: Thromboembolism occurs in up to 9% of children with CM within one year of diagnosis and is related to early CHF and CM type. Thromboembolic complications occur early and are associated with an increased risk of death or transplantation. 
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